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Message from our One Rochdale Health and Care Chief 

Operating Officer and Board Chair 

We are delighted to introduce the 2022-23 Business Plan 

for Rochdale’s Local Care Organisation, One Rochdale 

Health and Care (ORHC). Over the last 12 months new 

challenges have been almost constant as each wave of the 

pandemic passed. Our staff have consistently exceeded 

expectations and done their best for the patients and 

people of Rochdale and we want to acknowledge this 

and say thank you!  

We have continued to transform our services to create new 

offers for our residents; supporting people in their homes 

rather than unnecessary admissions to hospital, increasing 

the number of people we see and support at Rochdale 

Infirmary and working together to get people back to their 

own homes with care and support as quickly as possible. 

Our integrated health and care teams, working with 

primary care services are going from strength to strength, 

building out into our neighbourhoods and 

communities and extending the offer of support alongside 

voluntary, housing and all age services.  

This year and going forward we are keen to listen to our 

communities, understand what they have to offer as well 

as the challenges they face, and work with them to reduce 

the health inequalities across Rochdale. We want to use all 

the skills, expertise and knowledge available to us working 

together to make the greatest difference for the people of 

Rochdale. 
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Section One – Introduction & Context 

1.1 Introduction 

This Business Plan sets out the priorities for One Rochdale 

Health & Care (ORHC) from April 2022 to March 2023. It is 

informed by the achievements and challenges faced in 

2021/22 due to the Covid-19 pandemic and outlines the 

action we will take to further strengthen our integrated 

system working. 

We faced significant challenges in Rochdale  due to Covid-

19 and the pandemic exacerbated already existing issues 

and inequalities. However, whilst causing significant 

problems for our health and social care system, the 

pandemic was also a catalyst for change. During the last 

year we have further developed excellent relationships 

across the system which allowed us to more effectively join 

the whole system together to improve outcomes for our 

population. We also delivered some real service 

improvements whilst managing to maintain safe 

operational delivery. 

Looking forward, the long-

lasting impact of the 

pandemic means it is now 

more important than ever to 

further strengthen how we 

work collectively as a system 

to improve delivery, address 

unfair inequality, and improve outcomes for all of our 

population. 

In this Business Plan we aim to complete the mandated 

work streams we have started, which will improve services, 

and also move much further toward our ambition of an 

integrated system that identifies and tackles health and 

care needs. 

1.2 What difference have we made so far? 

During the last 12 months population health was 

significantly impacted by variants of Covid-19 such as 

Omicron. However, the direct impact on the population 

was reduced because we delivered a highly successful 

vaccination programme with one of the best uptake 

figures in Greater Manchester. Up to March 2022 there 

were 825 local deaths from Covid-19, of these 650 (79%), 

occurred before April 2021, when most people were not 

fully vaccinated. Whilst cases are still ongoing the impact 

on lives has significantly reduced. 

In addition to the work to manage Covid-19 we also 

significantly strengthened our system working. During the 

pandemic, our health and care partners worked together 

and supported each other to quickly establish new services 

that responded to changing need. This was underpinned 

by having a system-wide understanding of what our 

biggest risks were across the system. Those risks included, 

for example, the availability of acute mental health beds or 

not being able to discharge people from hospital quickly 

enough because they didn’t have support networks around 

them and needed additional care. This understanding 

enabled us to put our collective focus where it was most 

needed. This approach to delivery continues and is 

embedded in our joint working through our Senior 

Management Team. 

During this time, we also delivered real improvements to 

our services: 

As part of our work in Planned Care, we offered 

patients a choice of provider when they required a 

non-complex cataract procedure. This resulted in 285 

patients getting treatment quicker in 2021 and freed 

up capacity in our local hospitals for more complex 

procedures. 

Thanks to the work of the Children’s Programme, our 

children’s community nursing teams now have access 

to the safeguarding status of each child they see. This 

is key to joining up services, sharing information and 

preventing harm. The health visiting service also 

developed new service provision to support babies 

with feeding issues and allergies which resulted in 

deflections from primary care and A&E. 

In Urgent Care, triage pathways have allowed us to 

more effectively direct over 15,000 patients to the 

most appropriate urgent care service to meet their 

needs whether that be in primary, community or 

secondary care, and therefore reduce inappropriate 

admissions to hospital. 

General Practice established enhanced primary care 

hubs which provided approximately 400 extra 

appointments a month. This significantly increased 

the level of access to general practice to help meet 

increasing demand and support practices to maintain 

business as usual and manage the backlog due to the 

impact of the pandemic. 
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For children and young people with a special 

educational need or disability (SEND), we have 

implemented a new Dynamic Support Process that 

allows professionals to judge a child or young person’s 

risk of escalation to Tier 4 hospital admission or 

residential care placement. In 2021/22 the panel 

coordinated care for 13 children and their families. 

Only 1 child escalated in need which in turn was 

managed by a successful Care Education and 

Treatment Review. 

Our integration success is also reflected in the feedback we 

receive from our residents.…... 

“Mum, 75 had a recent fall and 

broke her right shoulder and 

injured her head. We were in 

A&E at Royal Oldham when 

the decision was made that 

mum would benefit from the 

Wolstenholme Unit, at Rochdale Infirmary, and we were 

offered a bed. From the moment mum was transferred to the 

interaction with the therapy team, the kindness and nothing 

was too much trouble attitude from all the staff, the ward 

clerk who helped to sort out an appointment, the catering 

staff who ensured mum was fed and happy, all are amazing. 

The nursing staff and student nurses who checked on mum 

and ensured she wasn't in pain, and helped to freshen her up, 

the night staff who ensured her safety so that the family 

could also sleep soundly knowing mum was safe. The 

pharmacy staff who kindly arranged for a blister pack of 

mums’ medications so that she could manage 

independently, the social care colleagues and therapy staff 

who arranged a package of care and a follow up visit with 

equipment so that mum could be discharged home. 

We believe that mum's stay at Wolstenholme gave mum 

confidence and we are due to go on a holiday of a lifetime 

which we believe may not have been possible without the 

support and help of  Wolstenholme unit”. 

1.3 Rochdale – Our People and Place 

Rochdale borough is located in the southern Pennines, in 

the north-east region of Greater Manchester. The borough 

covers 62 square miles, of which about two-thirds is rural. 

It is characterised by urban developments of dense 

housing and industrial areas surrounded by hilly areas of 

rural land. The borough’s population is growing. The 

registered population (those who are registered with a GP 

practice in the borough) is almost 243,000, although the 

resident population (those who live in the borough) is 

lower than this at 223,660. 

The population in the borough is ethnically diverse with 

over 150 different ethnic groups (from the 2011 census), 

and the proportion of people from non-white groups has 

increased to 30.5%. These groups live in higher 

concentrations in the areas surrounding Rochdale town 

centre. 

The population is relatively young, with 24.2% of the 

population under 18 and just 15.4% over the age of 65, 

although this proportion is increasing. There is relatively 

little difference in age structures across the townships. 
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In terms of deprivation, Public Health use a variety of 

methods to understand our population, one of these is the 

use of quintiles. This enables us to section the population 

into 5 groups to compare the level of deprivation with the 

rest of England. Quintile 1 indicates the highest level of 

deprivation, whereas quintile 5 indicates the lowest. 

Deprivation is measured using 7 important markers 

including: income, employment, education, skills and 

training, health and disability, crime, barriers to housing 

services, and our living environment.  

Nearly half of our population (49%) experiences the 

highest level of deprivation when compared nationally. 

Just 4% of people in the borough live in areas that fall 

within the least deprived quartile (5th quintile). When 

taking a closer look at deprivation by township, Rochdale 

South has 63% in the 1st quintile meaning over half of the 

population live with some form of deprivation which is 

indicative of poorer outcomes. Within Rochdale, four 

times more households have needed to access food banks 

in the last two years and demand for other economic 

support from the council is increasing. This is expected to 

get worse due to the economic challenges we now face, 

particularly in terms of rising heating costs, increasing 

National Insurance contributions and the general increase 

in the cost of living.  

Health outcomes of the borough are predictably shaped by 

deprivation. This can be seen in the fact that life 

expectancy at birth for both males and females in 

Rochdale is lower than average. Consequently, Rochdale 

sees a higher number of early deaths compared to the rest 

of the country. Between 2015-19 the observed number of 

deaths, under the age of 75, was 32% higher than would be 

expected if the borough was compared to the national 

average. Again, the effects of the pandemic will further 

exacerbate this. For instance, the level of households in 

fuel poverty in Rochdale is now unprecedented and issues 

due to cold homes are likely to lead to an increase in 

respiratory problems, circulatory issues, poor mental 

health and excess winter deaths.  

1.4 Challenges that lie ahead 

The pandemic has caused significant suffering and has 

been hard on everybody. People died, families lost loved 

ones and many still struggle with the aftereffects of the 

virus. Children have missed out on opportunities; patients 

have had to wait longer for treatments and lots of people 

have worked harder than ever and are exhausted. 

The pandemic also caused, or added, to existing health 

issues. It has reduced early diagnosis and treatment, which 

are especially important 

for good outcomes from 

cancer, heart disease 

and diabetes. Overall, 

we are in a position in 

which need for services 

has increased, and 

capacity to deliver has 

largely decreased or 

stayed the same. 
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The key challenge we now face is to meet our population’s 

increasing need and support staff without a large increase 

in resources. This can only be done by becoming more 

efficient and better at what we do. To do this we must 

allocate available resource more effectively which will 

include identifying need early and preventing need from 

getting worse. We must use our available resources better, 

which will include having a systemised approach to 

tackling issues and using our neighbourhood assets, such 

as community pharmacists, voluntary sector services and 

green spaces, to better improve health. We must also 

make services more effective which will include increasing 

access, using new technology and working with residents 

to discover the best approaches. 

We can become more efficient and tackle more need if we 

effectively integrate some of our existing services across 

neighbourhoods and have better system-wide decision- 

making processes. A priority for this year is therefore 

finalising our system-wide arrangements and utilising this 

to prioritise a small number of major health issues that 

have got worse due to the pandemic. We will then use a 

whole system approach to improve outcomes. In practical 

terms, what this means is having joined up actions across 

hospitals, community services, GP practices, care services, 

the voluntary sector and in local neighbourhoods to tackle 

pressing issues such as preventing heart disease. 

1.5 Integration - National & regional policy context 

Since 2001, Greater Manchester (GM) has been at the 

forefront of integrated care. In 2014, GM reached a unique 

deal to devolve a wide range of powers, budgets and 

responsibilities from central Government. In 2016, GM 

took control and responsibility for its £6 billion health and 

care budget through the devolution agreement with 

Government and has since been working to plan and 

deliver sustainable and integrated 

health and care. 

The Health and Care Bill (2021) 

outlines the requirement to establish 

Integrated Care Systems (ICS), which 

will extend and continue the journey of 

integration that GM and its localities 

have been on so far. The changes aim 

to make it easier to work across organisational and 

geographical boundaries and strengthen leadership at 

place to ensure there is the right local decision-making, as 

well as the benefits that have come from scale and 

collaboration. Rochdale has been on a journey to integrate 

health and care services since 2013 so is in a strong position 

to respond to the requirements of the health and care 

white paper. 

In addition to integrating our commissioning functions in 

2015, in 2018 we established One Rochdale Health and 

Care which has developed into a strong local provider 

partnership. One Rochdale Health and Care takes the form 

of a partnership that steers and oversees the design and 

delivery of integrated health and care services for our local 

population and is made up of the key local providers across 

acute, community, mental health, primary care, adult 

social care and voluntary sectors along with public health 

expertise. 

1.6 Why is integration so important? 

What we mean by integration is the bringing together of 

things in a sensible, usually more efficient, way. We can 

apply this idea to many areas including prevention of ill 

health, service delivery, how people experience services, 

decision-making and whole health systems. Integrated 

health systems can provide superior performance in terms 

of quality, safety and outcomes. This happens as a result of 

effective communication and standardised protocols. 

If we look at prevention, we can see that health is “created” 

from our environment, behaviours, and social economic 

factors, as well as from health care. Therefore, to more 

effectively prevent a complex issue such as high blood 

pressure we must sensibly bring together actions across 

different settings. In practice this means having 

neighbourhoods 

that help reduce 

blood pressure 

through actions 

around diet and 

physical activity, 

primary care 

services that find 

cases and treat 

people and local 

responses that promote the importance of reducing heart 

disease risk. 

Integration from a service user’s perspective, is largely 

about wrapping services around a person so they feel they 

are treated as a whole person rather than a collection of 

symptoms. For example, it is helpful to a person, and 

indeed more efficient, when multiple issues are dealt with 
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in one visit. This however is a challenge as services are 

often organised separately, and for residents this can 

result in a poorer experience, usually because of a lack of 

co-ordination and communication between different 

services and people involved.  

One particular story really emphasises why integration is 

so important for our residents….  

A child aged 8 was admitted to hospital as they lost control 

of most of their body. They had a lengthy stay in hospital and 

became wheelchair dependant.  Whilst in hospital the child 

had ongoing input from the Hospital Occupational Therapy 

(OT) Team.  Once a decision was made that the child could 

go home the Local Authority OT Team then came to do an 

assessment to look at housing adaptations.  When a decision 

was later made that the child could go to school, the 

Community OT Team became involved and did another 

assessment. This process is not effective, in terms of the 

child’s experience and how it must feel to meet so many 

professionals and have to repeat observations and 

assessments, in terms of the parents who have  to coordinate 

all of these appointments and in terms of duplicated 

resources.  

It is really important that we learn from these stories. In 

order to improve services for our residents, one of our aims 

is to look for ways local services can be delivered better 

through integrating them when it is safe and appropriate. 

We want to reduce duplication and waste whilst providing 

more holistic services. To facilitate this, we are looking at 

how best to have neighbourhood services that can work 

together within each neighbourhood. Another integration 

aim is to ensure that decision-making for the local 

population takes place in our neighbourhoods, as close as 

possible to the communities that we serve. 

1.7 What integration means for our system 

The benefits from integration do not happen just by 

bringing people together. They happen when people come 

together around a common aim and then use an effective 

system and process. In Rochdale, our local system is 

aiming to work collectively, with shared outcomes, 

commitments and ways of working at the heart of 

everything we do. 

We will underpin this shared approach by having a shared 

understanding of key issues our populations face. We will 

know these through expert analysis of local intelligence 

and by engagement with residents. Issues will then be 

prioritised, and shared work plans agreed on how to 

address the issues using our integrated whole system 

approach, including key enablers such as information  

technology, data sharing and estates. 

We see integration as a journey. Over the next 12 months 

we want to 

further build on 

our integrated 

ways of working. 

This will help us 

improve services 

and decision-

making and will 

run through our 

business-as-usual 

operations and 

our approach to 

delivering future 

improvements. 

Section Two - Shared Outcomes 

Within our Locality Plan we agreed a set of ten shared 

outcomes we want for the population of Rochdale  

These are broad outcomes and in this Business Plan we 

want to start delivering integrated actions that will lead to 

measurable progress.  

To do this we need to unpick a broad outcome and 

consider its parts. Then consider what we are doing now, 

and what more we can practically do within our available 

resources. Using this process, we can agree specific 

measurable objectives that the whole system can share as 

a goal. 

The following example illustrates how we can have shared 

measurable outcomes. Consider the wanted outcome of a 

good start, there are many components to this and 

services in place to help this to happen. Component parts 

of a good start include a healthy pregnancy, loving safe 

home, good nutrition, protection from childhood diseases, 
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and stimulation for child development. We can measure 

many of these and choose an important issue which we 

want to improve. An 

example of a measurable 

outcome for a good start 

is school readiness. This 

can be used as a shared 

measure that our whole 

system can get behind 

improving. Everyone can agree it is beneficial for children 

to be ready to learn when they enter school, and it is a 

priority as the pandemic has negatively impacted early 

year’s child development. 

Looking at the outcome “people are healthy” we can 

choose an aspect of this broad outcome that is important, 

have a robust measure and aim for improvement. For 

example, if we want people to be healthy, finding and 

treating disease early is important. Cancer is a major cause 

of mortality therefore early detection of cancer is 

important and we can measure the stage at which 

common cancers are found in our population and put in 

place a whole system approach to help find cancers earlier. 

Of importance will be having a small number of shared 

system outcome measures we focus on as a system. These 

outcomes will need broad agreement and should be about 

important issues that people can get behind, such as 

improving cancer outcomes or reducing loneliness. They 

will complement our usual measures and may have 

component targets. We might for example use an increase 

in attendance at cancer screening to show progress 

towards a shift in earlier cancer diagnosis. The shared 

outcomes will take time to improve and will also require 

multiple actions.  

To describe the incremental steps about how we will 

improve the outcome and the timeline for expected 

improvement, we will have a shared narrative 

understanding. This will include shorter-term indications 

of progress. The shared narrative will help us join together 

multiple actions and describe the expected sub-outcomes. 

If, for example, as a system we decided to concentrate 

effort in the coming year on improving cardiovascular 

disease outcomes. A narrative shared understanding of 

our approach and a set of targets would be produced to 

evidence progress. This would include actions in 

neighbourhoods, primary care and other relevant services 

 

Examples of measures suited to whole system actions 

Broad 
Outcome 

System measure 

People get a 
good start 

School readiness - Increase in proportion of 
children that are school ready in reception 
year 

People are 
healthy 

Reducing the prevalence of high blood 
pressure in adults 

People are 
healthy 

Increasing the proportion of cancers that are 
diagnosed at an early stage 

Our place is 
age friendly 

Reducing falls – a reduction in emergency 
admissions to hospital due to falls in people 
aged 65 and over. 

Our place is 
age friendly 

Reduction in the proportion of 
people over 65 who feel lonely or isolated 

Section Three – Shared Programmes 

3.1 Development of Neighbourhoods 

Neighbourhoods are the foundation of our Rochdale 

Locality Operating Model (see section 5). Neighbourhoods 

are based on a local population of 30- 50k people and bring 

together primary care, community health, social care and 

wider determinants of health, working across 

organisational and professional boundaries to support 

residents. 

Much of our wellbeing is created in our home and local 

communities. Working within neighbourhoods will allow 

us to support people better in their own homes and 

communities. In addition, working on a smaller scale 

allows us to better understand need and consider people in 

a holistic way. This enables us to effectively develop 

services and infrastructure that better respond to local 

need described by both population health data and also 

local voices. A communication and engagement strategy 

will support the programme and ensure resident feedback 

informs our plans. 

In Rochdale, our ambition is 

to align our neighbourhoods 

with our five Local Authority 

Townships. This will require 

some reconfiguration of 

services currently working at 

neighbourhood level.  

Geographical alignment or ‘coterminosity’ of our 

operational teams, in itself, will not deliver the full scale of 

benefits we anticipate. This is only achievable by bringing 
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teams together around a common aim and set of priorities 

to improve health & social care outcomes for our residents. 

Neighbourhoods therefore need a forum to develop these 

priorities (utilising local population health data), and build 

relationships, work 

together on issues, and 

make decisions. This will be 

enacted through our 

‘Neighbourhood Boards’ 

(see section 5.4), which 

bring together leadership at 

neighbourhood level and will have the responsibility for 

improving outcomes for their local residents. The 

development of these boards will be supported by an 

organisational development plan to ensure they have the 

right skills and capabilities required in order to deliver their 

functions. 

Whilst each neighbourhood will have its own priorities and 

configuration, dependent upon the needs of its 

population, some element of consistency is key to ensure 

equity and ease of access for our residents. 

All of this work is supported by our technical capability, our 

ability to share information across organisations and to 

develop integrated care plans. As such, the work taking 

place within our Information Technology (IT) and 

Information Governance (IG) programme will be crucial in 

facilitating this. (see section 3.9). 

3.2 Urgent Care  

We know that the Emergency Departments in 

neighbouring localities are under significant pressure with 

increased demand, patients experiencing long waits for 

hospital admission, long 

ambulance handover times 

and increased risk of harm 

as a result. 12-hour waits 

remain a challenge and 

impacts patient flow across 

the system. For Rochdale 

patients in 2021/22 there were 5,493 attendances where 

the patient was in the A&E department for 12 hours or 

more from arrival to departure, 95% of these were at Royal 

Oldham, Fairfield or North Manchester. We also know that 

not all people attending A&E require that level of care and 

treatment, and for these patients, there are more suitable 

alternatives. Our Urgent Care Programme therefore 

focusses on developing appropriate alternatives to A&E, 

offering as many services as we can within Rochdale, and 

therefore improving the outcomes for our residents. 

This programme will focus on some key areas this year, 

including: 

Delivering more Same Day Emergency Care in 

Rochdale including developing services for people 

with Acute Frailty. This will enable patients to attend 

Rochdale Infirmary and be rapidly assessed, 

diagnosed and treated without the need to be 

admitted to hospital, and if clinically safe to do so, will 

go home the same day their care is provided.  

Increasing the amount of people we can support to 

remain at home as an alternative to admission using 

telehealth and remote monitoring and an enhanced 

level of support. 

Care and treatment for our care home residents 

through our primary care and community services. 

3.3 Mental Health 

Our Mental Health Programme aims to create a system 

where people receive coordinated care and can easily 

access services at the point in which they need them.  

The pandemic has had a significant impact on the mental 

health of our population. Since the start of the pandemic, 

we have seen a significant increase in the number of 

mental health referrals to our services as well as an 

increase in acuity and it is predicted that the trajectory will 

continue through the year.  

The work described within this Business Plan builds on our 

existing work from 21/22 and looks at how the 

development of our Primary Care Networks and 

Integrated Care System can help to improve care, 

particularly for those with severe mental illness. Work for 

22/23 includes: 

The development of our system Community Mental 

Health offer to ensure alignment to the national 

Community Mental Health 

Framework for Adults and Older 

Adults. The Community Mental 

Health Framework describes how 

the NHS Long-Term Plan’s vision 

for a place-based community 

mental health model can be 

realised, and how community 

services should modernise to offer whole-person, 
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whole-population health approaches, aligned with 

the Primary Care Networks. This Framework provides 

a historic opportunity to achieve radical change in the 

design of community mental health care by moving 

away from siloed, hard-to-reach services towards 

joined up care and whole population approaches and 

establishing a revitalised purpose and identity for 

community mental health services.  

Enhancing our Crisis Management offer and further 

introducing the NHS Core Fidelity Standards within 

our Crisis services.  

Implementation of our Local Dementia Strategy to 

support people living with Dementia and their carers. 

The key themes within the strategy are Preventing 

Well, Diagnosing Well, Supporting Well, Living Well 

and Dying Well with an overall focus on Improving 

people’s lived experience of Dementia and the 

services they receive, providing choice and treating 

people with dignity and ensuring equality, diversity 

and inclusion is at the heart of services and support. 

3.4 Planned Care 

While services across Rochdale and Greater Manchester 

delivered a remarkable amount of planned treatment for 

our residents during the pandemic, the pressure of caring 

for large numbers of seriously unwell patients with Covid-

19 and Covid restrictions 

have led to the waiting list 

for planned care reaching 

the highest level we have 

seen. In Rochdale 1 in 8 

people are currently waiting 

for a planned procedure (this can be a diagnostic 

treatment, an operation or a consultant led procedure). 

This equates to a waiting list of around 30,000, a 68% 

increase since March 2019 and it is likely this upward trend 

will continue. 

Around 56,000 fewer patients were treated between April 

2020 and March 2022, because of the pandemic, 

compared to the previous two years. Fewer people were 

also referred to consultant-led elective care. Whilst 

referrals are now increasing and in some areas such as 

cancer are exceeding pre pandemic levels the waiting list is 

still a cause for concern in terms of the impact on health 

outcomes for our residents. Addressing our waiting list is 

therefore a key priority for One Rochdale Health and Care. 

Our Planned Care Programme aims to address this in two 

ways. Firstly, by creating additional capacity to support 

the treatments that our residents require. We aim to do 

this by moving as much activity as we can (where clinically 

appropriate to do so), from hospitals to our community-

based services. Therefore, freeing up capacity in our 

hospitals to treat more complex patients. Secondly, in line 

with national guidance, we will implement programmes 

that are designed to help manage demand such as Patient 

Initiated Follow Ups (PIFU) and Advice and Guidance 

(A&G). These programmes are designed to support 

referral optimisation and protect clinical time for the most 

value adding activity and give our residents more 

ownership over their care: 

PIFU will give patients the flexibility to contact the 

hospital directly to arrange follow-up appointments 

where needed. PIFU is part of the outpatients’ 

transformation requirements defined in the 2022/23 

NHS Operational Planning Guidance and is a key 

part of our response to the Covid-19 pandemic. 

A&G provides primary care professionals, such as 

General Practitioners, with access to specialist 

clinical advice. This will inform clinical decision-

making in primary care and prevent the need for a 

referral to hospital if the patient can be effectively 

managed in  primary or community care. Again, this 

contributes to preventing patients being added to 

waiting lists where it is not required and avoiding 

unnecessary outpatient activity. 

Another area of focus is ‘pre-habilitation’. We are aware 

that planned care and regular check-ups for long-term 

conditions haven’t happened in the same way over the last 

2 years. This is leading to some of our residents, who are 

on waiting lists, not being fit enough to receive services 

from community based or day surgery services. We are 

therefore developing a medical optimisation service to 

support our residents to be able to access as many services 

as possible to support their care. We already have some 

‘pre-habilitation’ on offer to support local people with 

health and wellbeing support. In 2022/23 we will seek to 

increase this offer. 

3.5 Children’s 

Our work with children and their families is crucial to our 

prevention agenda and reducing our long-term health 

inequalities. If we can get it right for our children, we will 

lay the foundation for healthy and happy adults. Our 
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Children’s Programme was 

initially developed to support 

parents to get the most 

effective care for their children’s 

needs and prevent unnecessary 

hospital admissions by 

developing the community workforce and educating 

children, young people and their families and carers on 

self-management. Much of the work described within this 

Business Plan continues from 2021/22 including: 

Increasing our Paediatric Nurse Practitioner 

workforce to align with each neighbourhood and our 

Primary Care Network Hubs to be able to offer more  

on the day appointments for children with minor 

illnesses. 

Development of an asthma service to ensure primary  

and community care respond to the national asthma 

standards which will extend out to work in schools. 

This will ensure childhood asthma is well managed, 

prevent exacerbation and repeat admissions and 

positively impact on longer term adult lung health. 

Enhancing the Children’s Community Nursing team  

via a Hospital at Home Liaison Nurse. Initially, 

providing additional support to children being 

discharged from hospital and then supporting 

primary care in referring to community services 

directly.  

Investing in the health visiting workforce and 

continuing professional development to increase the 

gastro-enterology provision across the borough 

Considering the significant impact of Covid-19 the scope 

for 2022/23 has been widened to include the management 

of long-term conditions for neurological disorders, 

complex health needs, diabetes, asthma and early help 

and prevention including emotional health, substance 

misuse, obesity and neglect. 

3.6 Special Educational Needs & Disabilities (SEND) 

16% of all pupils in Rochdale have a special education need 

or disability (SEND). SEND is not just for children with a 

physical disability, it is for any young person aged 0-25 

who’s education is impacted by an additional need. The 

most common types of need are Autism Spectrum 

Condition, Speech Language and Communication Needs, 

and Social Emotional and Mental Health. 

In the last 3 years the number of children requiring 

additional support with SEND has increased by 56%. 

During the pandemic, long periods of lockdown and lack of 

stimulation has impacted upon our children greatly and as 

a result more children are starting school that are not 

ready to learn.  

SEND is a key priority for One Rochdale Health and Care as 

evidence shows that SEND impacts long term outcomes. 

Young adults with SEND are less likely to find employment 

and statistically more likely to experience adverse 

outcomes in adulthood. SEND therefore requires 

significant focus across the whole system. The SEND 

Programme will deliver a series of projects (see 6.2), that 

will improve services across the borough. 

In order to measure 

impact, we have 

coproduced seven 

joint outcomes with 

a range of 

stakeholders 

including children, 

young people and 

their parents and 

carers. We have 

also scheduled a 

series of audits, 

deep dives and 

questionnaires for 

children and young people at transition which will 

routinely demonstrate progress. 

Two main system outcomes or “Spotlights”  have also 

been developed; Children stay in school (increased 

attendance and reduced exclusions) and children stay 

close to home in Rochdale (Access Education and/or are 

cared for in Rochdale). We know that if we improve against 

these then we can control the support that children and 

young people receive and in turn their outcomes will 

improve. 

3.7 Primary Care 

This year has seen increasing demand for access to General 

Practice at the same time as roll out of the largest ever 

vaccination programme. Primary Care Networks are one of 

the main providers and have been integral to the successful 

delivery of the programme. To help improve access to same 

day primary care appointments, this winter we have also 

set up two new Enhanced Primary Care Hubs, one in 
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Rochdale and one in Heywood, which have delivered over 

a 1000 additional face to face to appointments a month. 

Although much has been 

achieved over the last year, 

there are still significant 

challenges ahead for 22/23 to 

ensure we can maintain good 

levels of access and develop 

sustainable, efficient and high-

quality general practice services in addition to the Covid-19 

vaccination programme. 

Our plans will focus on taking learning from the successful 

test of change in 21/22 with the Enhanced Primary Care 

Hubs and develop this into a sustainable model across our 

neighbourhoods. It will also concentrate on recovery within 

primary care and further Primary Care Network and system 

leadership development. 

The programme will roll out the 

enhanced hubs model, incorporating 

7-day access services from October 

2022 across of all our Primary Care 

Networks with greater integration 

with community services, including 

paediatric nurse practitioner service. This will provide 

greater and more streamlined access for all residents to 

routine and urgent on the day primary care services. 

3.8 Cancer and Cardiovascular Disease (CVD) 

Cancer and CVD are major causes of ill health in Rochdale. 

Mortality from these diseases is much worse compared to 

the England average and we want to improve outcomes. 

We have begun the process of developing a system-wide 

programme for cancer and will develop one for CVD. For 

both cancer and CVD major improvements can be gained 

by diagnosing and treating earlier, and from long term 

prevention activity, such as better diet, more physical 

activity and not smoking. For CVD there is also much to be 

gained by managing risk factors such as blood pressure 

better. 

Cancer programme 

In Rochdale there are around 

1,200 cancer cases per year. 

There are over 200 types of 

cancer and the 3 most common 

cancers in Rochdale are breast 

cancer, prostate cancer and colorectal cancer. In addition, 

lung cancer is also a major cause of premature death.  

The focus of our cancer programme is earlier diagnosis and 

treatment. Earlier diagnosis is gained by population and 

system actions. The population has to attend screening 

and seek out diagnosis of worrying signs and symptoms. 

The system needs to correctly and promptly act on 

resident’s symptoms. 

Nationally there is a target for a substantial increase in 

cancers found at early stage. To help meet this target we 

aim to raise awareness in our population, particularly 

targeting hard to reach groups, about cancer screening, 

signs and symptoms of cancer and what to do if you are 

worried. This will include targeted campaigns and aligning 

Rochdale actions with those of GM and national work. In 

addition, we want to look at ways to make attending 

screening easier and ways to break down barriers to 

seeking a diagnosis. 

We aim to improve education about early cancer 

symptoms amongst primary care colleagues and look at 

and learn from patient’s journeys to diagnosis. Our 28-day 

faster diagnosis standard aims that 75% of people referred 

with suspected cancer should be notified of the outcome 

within 28 days. This has slipped behind target because of 

the pandemic but in 22/23 we aim to exceed the target.  

There will also be work-streams developed in collaboration 

with colleagues from public health, primary care, voluntary 

sector and system provider partners to support the 

implementation of the cancer programme within 

neighbourhoods. 

Cardiovascular disease 

Improving outcomes from 

CVD is both a national and 

local priority. During this 

coming year, we want to use 

our newly developed system-

wide approaches to make a 

real difference. The programme of work has not yet been 

agreed but the intention is to do more to prevent poor 

outcomes. The causes of CVD are complex, and the 

prevention solution requires joining together a patchwork 

of actions and interventions. Each of these by themselves 

have limited benefits but this can be amplified by 

integrating the actions into a whole.  



  
 

 13 

 

Our expected work plan will look at managing high blood 

pressure. This is linked to multiple poor health outcomes. 

To make a big difference we need to identify more people 

with high blood pressure and actively help them bring it 

down. There are effective ways to help bring down blood 

pressure but often too few people fully comply. Working 

within neighbourhoods and with primary care and other 

colleagues we want to find the best local approaches to 

both identify people at risk and also help them to help 

themselves to manage their blood pressure. 

3.9 Our key enablers  

Clinical & Professional Leadership 

In September 2021, the government released the 

Integrated Care System implementation guidance on 

effective clinical and care professional leadership. This 

guidance has informed the development of our work 

programme which aims to: 

Ensure there is clinical and professional expertise in 

our locality operating model, including establishing a 

systemwide Clinical and Professional Forum. 

Establish clear governance and accountability as we 

move into the Integrated Care System. 

Ensure there is a systemwide commitment to Quality, 

Safety and Safeguarding. 

Develop and implement a Clinical & Professional 

Leadership Pilot in one of our Neighbourhoods to test 

out what integrated clinical & professional leadership 

means in practice at an operational level. This will sit 

within the ‘Development of our Neighbourhoods’ 

Programme (see section 3.1). 

We already have strong clinical and professional 

leadership in Rochdale. Now, it is crucial that we build 

upon this to ensure we continue to work together to 

deliver high-quality care, both within organisations and 

across the Integrated Care System. 

Workforce  

All our staff across the system have been working 

extremely hard during the pandemic with many having 

experienced a significant change in their work patterns and 

roles. As we continue our journey into recovery and 

transformation, our staff will be key to our success and are 

at the heart of our plans. 

We are seeing large numbers of the health and care staff 

across the sector leave the profession and reaching burn 

out meaning recruitment and retention of key roles is 

becoming increasingly difficult. Whilst this issue isn’t 

unique to Rochdale alone, there are things that can be 

implemented locally to mitigate against this. 

Historically, workforce and Organisational Development 

(OD) have operated in silos and according to 

organisational autonomy. To deliver the ambitious aims 

within this Business Plan, there is a requirement to oversee 

our workforce as a system and 

integrate our workforce plans. 

As part of our work, we have 

established a System Workforce 

Subcommittee that is integrated 

into our local governance 

structure (see section 5) and 

brings together health and care workforce partners from 

across the system. 

The workforce programme will focus on the development 

of a System Workforce Strategy and Integrated Workforce 

Plan to ensure we can provide a clear strategic vision for 

the Rochdale health and care workforce. It will address the 

key workforce challenges currently faced across the sector 

and will be co-produced and delivered with all partners. 

Through the delivery of our workforce programme, we aim 

to strengthen system leadership, deliver new roles for the 

future, support workforce development and support staff 

to work collaboratively with other professionals to support 

multidisciplinary working across the system. 

Estates  

Work is currently taking place to develop a strategy for our 

system estate with the aim of rationalising our building 

stock in an effort to release funding to support re-

investment in our back office and clinical delivery space.  

As we further define our neighbourhood model, our 

estates strategy will be key to supporting integration. It is 

therefore crucial that  we continue to develop our Estates 

Strategy in conjunction with all system partners to further 

progress our Integrated Neighbourhood Team colocation 

plans. 

Heywood and Middleton are defined township areas, 

where good progress in locating fit for purpose Estate has 

been identified which aligns with our neighbourhood 

coterminosity plans. The Pennines and Rochdale Central 
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townships brings different challenges with further 

strategic work required.  

Information Technology (IT) & Information Governance 

(IG) 

Throughout the pandemic technology was a key enabler in 

supporting teams to continue providing a high level of 

care. It was integral to the successful delivery of virtual 

ward rounds, the Primary Care Network hubs, and ensured 

the continuation of working across organisational 

boundaries via virtual meetings and delivery of GP video 

consultations for patients where face to face 

appointments were impossible.  

It is recognised that care provision depends on up-to-date 

accurate information about the patient and sharing 

information appropriately between services can improve 

the quality of patient care and reduce duplication. 

Therefore, ensuring that care systems are compatible with 

each other is crucial to delivering Rochdale’s ambitious 

neighbourhood plans. Furthermore, agile working 

technology can support care regardless of geography, 

enabling staff to communicate with patients and each 

other. 

The programme will develop an integrated IT and IG Board  

and ensure system representation from all IG and IT leads. 

This will cement a core group of individuals with the 

responsibility and ownership of developing an IT and IG 

framework within Rochdale that will enable joined up 

information governance and strategic alignment of the 

development and adoption of future IT systems.  

The programme will also deliver the roll out the Greater 

Manchester Shared Care Record in 

Rochdale across all services 

through supportive training and 

engagement. This will result in all 

patient information being available 

in all settings where people may present, for example at 

the GP practice or A&E. This will enable information 

sharing across organisational boundaries to deliver joined-

up, co-ordinated care.  

Successful delivery of the programme will ensure the 

processes and systems to make integrated working 

possible are available across the borough. It will enable 

staff to work collaboratively with digital tools to reduce 

barriers and enable high-quality well-informed care. The 

programme will also reduce the IT skill gap amongst our 

workforce to harness a culture of codesigned innovation 

and continual improvements to service delivery. It will also 

enable citizens to further utilise available digital tools to 

access care (for example GP video consultations) by 

focusing on accessibility and inclusivity to support equity 

of service provision. 

Strategic Intelligence  

We are building an intelligence-led culture where we are 

constantly questioning, testing and responding to what 

our information tells us about the people of Rochdale and 

the services we provide. One of our aims is turning data 

into useful information that people can understand and 

help them to make the best decisions. Decision-makers 

and operational teams need accessible, timely intelligence 

about services and populations. This must be presented in 

a way that allows correct understanding and 

interpretation. They also need access to and support from 

intelligence experts who are able to interpret, provide 

narrative, evaluate and explain the data. Correct use of 

health intelligence can then be used to reduce future use 

of services and to provide recommendations to act upon. 

The functions of the Strategic Intelligence Team include all 

of the above.  

We want strategic intelligence to work across our whole 

system. Key to this, is data from across the entire system, 

and collaboration between business intelligence leads. To 

support this, we have developed a System Strategic 

Intelligence Group this allows us to integrate our 

intelligence and is an important part of our system 

governance arrangements. 

System-wide intelligence will also inform neighbourhood 

working, and support neighbourhood decision-making. 

The development of neighbourhood data packs and 

provision of system information to the newly formed 

neighbourhood boards is a key output for the Strategic 

Intelligence Team during this coming year. 

Section Four – Our Ways of Working 

4.1 Communication & Engagement 

In November 2021, the One Rochdale Health and Care 

Board approved an all-partner engagement strategy that 

signalled a commitment to the ongoing involvement of 

communities, staff and stakeholders in the work of One 

Rochdale Health and Care. This involvement and dialogue 

continues at varying levels and ranges from information-
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giving to full scale co-design of services where appropriate 

and possible to do so. 

Processes have been set up to ensure that One Rochdale 

Health and Care work programmes are assessed for 

engagement and communication opportunities and these 

are driven by the engagement and communications 

representatives across the partnership. 

We will raise the profile of One Rochdale Health and Care 

by communicating and engaging with internal and 

external audiences. This will strengthen existing 

partnership working arrangements and enable us to 

deliver our plans. 

In January 2022, voluntary sector and community 

organisations were able to bid for funds to deliver 

engagement programmes that support the work of One 

Rochdale Health and Care. Many organisations have 

strong relationships with residents in the borough and 

deliver services and activity that supports the more 

vulnerable members of our communities. These 

relationships can support quality engagement utilising 

participatory, creative, social, or activity-based methods. 

These successful bids will strengthen the work of the 

programmes with progress reported back up to the One 

Rochdale Health and Care Board on a regular basis. 

4.2 Quality, Safety & Safeguarding 

Quality, safety and safeguarding delivery is a statutory 

function scaffolded by legislation, political imperatives 

and directives. The development of Integrated Care 

Systems (ICSs) brings significant opportunities to improve 

quality, but also identify and respond to challenges and 

risks. 

Whilst, the Health and Care Bill has provided an impetus to 

join up planning and service delivery across historical 

divides we need to ensure there is also a shared single view 

of high quality, safe and effective care and that this is 

prioritised in decision-making and planning to ensure the 

people of Rochdale receive the highest quality, safest and 

most effective health and care provision across all ages. 

Locally we follow nine directives: 

Safe - delivered in a way that minimises things going 

wrong and maximises things going right; 

continuously reduces risk, empowers, supports, and 

enables people to make safe choices and protects 

people from harm, neglect, abuse, and breaches of 

their human rights; and ensures improvements are 

made when problems occur. 

Effective - informed by consistent and up to date high 

quality training, guidelines, and evidence; designed to 

improve the health, care and wellbeing of a 

population and address inequalities through 

prevention and by addressing the wider determinants 

of health; delivered in a way that enables continuous 

quality improvements based on research, evidence, 

benchmarking, and clinical audit. 

Responsive and personalised - shaped by what 

matters to people, their preferences, and strengths; 

empowers people to make informed decisions and 

design their own care; coordinated; inclusive and 

equitable. 

Caring - delivered with compassion, dignity, and 

mutual respect 

Well-led - driven by collective and compassionate 

leadership, which champions a shared vision, values, 

and learning; delivered by accountable organisations 

and systems with proportionate governance; driven 

by continual promotion of a just and inclusive culture, 

allowing organisations to learn. 

Sustainably resourced - focused on delivering 

optimum outcomes within financial envelopes, 

reduces impact on public health and the environment. 

Quality care is also equitable - everybody should have 

access to high-quality care and outcomes, and those 

working in systems must be committed to 

understanding and reducing variation and 

inequalities. Focus on strengthening partnerships 

with staff, local communities and people using 

services to deliver higher-quality care and tackle 

health inequalities. 

Ensure that decisions are taken closer to the 

communities they affect - so that they are more likely 

to lead to better outcomes. Provide people with an 

improved experience of health and care, as services 

are more coordinated, focused on addressing health 

and care inequalities and based on the latest 

evidence, learning and best practice. 

Support people delivering health and care services to 

work together to do what is best for people - including 

being able to work across different organisations and 
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services, such as primary and secondary care, physical 

and mental health. It is important that we are clear 

about what matters to people using services, and that 

we use this understanding to shape how services are 

designed and how outcomes are measured. 

To promote a common purpose, we place Quality, Safety 

and Safeguarding at the centre of everything we do whilst 

ensuring we fulfil statutory functions for each part of the 

system 

4.3 Research and development work 

One Rochdale Health and Care is continuing to strengthen 

our collaboration with the University of Salford, AQuA 

(Advancing Quality Alliance) and the Northern Care 

Alliance in undertaking research projects within Rochdale. 

Understanding the population health of our residents is 

crucial in developing services to meet our residents’ need. 

Therefore, having opportunities to undertake research in 

partnership with our communities supports our continuous 

improvement journey. 

Many residents in Rochdale are at an increased risk of 

kidney disease with some areas of Rochdale having 

prevalence rates above the national average in England. 

The highest risk of morbidity and mortality are in patients 

from Black, Asian and minority ethnic communities. In 

light of this, we are undertaking a research project entitled 

‘Health Inequalities in Chronic Kidney Disease across an 

integrated Care System’. We are engaging with our local 

population in understanding the impact of this disease in 

members of the South Asian community in Rochdale. We 

are aiming to raise further awareness of kidney disease and 

provide community support to patients newly diagnosed 

and those patients preparing for dialysis. 

In addition to this, we will learn from this experience and 

will develop a portfolio of projects that will be aligned to 

our neighbourhoods as our neighbourhood programme 

progresses. This will contribute to the development of our 

wider research strategy working in collaboration with our 

local communities and partners. 

4.4 Reduce Health Inequalities 

Health inequalities are avoidable, unfair and systematic 

differences in health between different groups of people. 

They can refer to differences in health outcomes, access to 

treatments and differences in quality of care. Usually, we 

are comparing these differences in groups of people across 

factors such as income, ethnicity, disability and sex. 

We intend to consider ways to reduce health inequalities in 

all our work. We know the pandemic has made some 

health inequality worse for example, because people with 

illness could not get treated and we want to eliminate 

unfair and unjust health inequality.  

We recognise that health inequality is inevitable, because 

health is not distributed evenly. So, our main aim is to 

reduce avoidable, unfair, and unjust health inequality. This 

type of inequality is rarely caused by deliberate actions, 

but commonly occurs when there are barriers to entering 

services or completing treatments. When barriers are 

identified we will strive to end them, and we will also look 

at facilitators of access. One way we will do this is by 

listening to residents and making wanted helpful changes 

to services when it is possible within the resources 

available.  Another way is to undertake equity audits to 

ensure that services meet expected need and take action if 

some groups are not using a service.  

In addition to targeted work with different groups we will 

reduce health inequality by working to reduce waiting lists 

(see section 3.4). We know that a substantial proportion of 

people on our waiting lists are deprived and in poor health 

or suffer inequality in other ways. This means we can help 

reduce health inequality by reducing the overall numbers 

waiting for treatments. This can be done by looking fairly 

by prioritising people based on clinical need.  

Whilst reducing waiting lists we also intend to look at 

waiting lists in relation to inequality. In this work we are 

looking for reasons why people have waited a long time. 

This work is again about identifying any unfair barriers 

which might be causing people to wait longer than 

necessary. Our work to reduce health inequalities mainly 

focusses on service delivery but we do recognise that 

health inequality forms in a complex way often across the 

life course. That is why we are looking at inequality across 

all our work.  

We have a duty to reduce health inequality and also a duty 

to understand the potential effect of policies and practices 

on people with characteristics that have been given 

protection under the Equality Act, especially in relation to 

their health outcomes and the experiences of patients, 

communities and the workforce. We are working locally 

and with colleagues across GM to increase equity, equality, 

and diversity. This work will look at our workplace policies, 



  
 

 17 

 

our work with communities including representation and 

our work programmes to improve health.  

As part of this Business Plan, we will be looking at 

improving our data quality especially in recording factors 

linked with the Equality Act and also to better scrutinise 

inequality. We believe it is only by having accurate data 

that we will be able to see clearly the areas needing 

improvement. 

4.5 Prevention 

In this Business Plan we want to move some resource away 

from services which react to poor outcomes like sickness, 

poverty and crime towards systems of support. Support 

systems help prevent poor life chances by tackling 

inequalities, maximising wellbeing, and helping people live 

better with long term conditions.  

The Rochdale All Age System Prevention Strategy (2021-

25) sets out a shared understanding, vision and action plan 

around prevention. This ambitious strategy was co-

produced across the whole system leading to many 

breakthroughs in terms of developing shared models and 

understanding. It recognises the need to address 

prevention in the spaces where we live, work and play, and 

not only focusing on specific target groups or illnesses. The 

strategy identifies opportunities for prevention across the 

whole life course, enabling us all to understand our role.  

We aim to have prevention as 

a strong thread connecting 

the whole system. The 

strategy outlines 10 building 

blocks and 3 enablers to 

support the system to work 

together across boundaries, 

sharing definitions, resources 

and information. These building blocks help people to stay 

on track and have good lives. These fit with seeing health 

and wellbeing holistically. When the building blocks are in 

place, you are more likely to have a good quality life. When 

building blocks are missing, not available, or of poor 

quality you are more likely to struggle. 

This whole life, systematic, prevention strategy will unfold 

in four ways, which will be measurable through this (and 

other) plans: 

Embedding an understanding of prevention and 

weaving the thread of prevention and “systems of 

support” through all aspects of our whole system  

Helping during the recovery period from the 

pandemic, in which the focus will often be on the 

prevention of immediate suffering and disease 

prevention. 

A whole system approach to strengthening building 

blocks through neighbourhood prevention networks 

and local priorities. 

Supporting people and addressing inequalities; this 

will complement our existing people and place-based 

approach. 

4.6 Maximise our collective resources across the 
system to minimise the impact of organisational 
boundaries 

Rochdale still faces an extremely challenging trajectory of 

growing demand and constrained resources. While one off 

funding in prior years supported the exceptional pressures 

created by the pandemic, this funding will not continue, 

resulting in immediate and long-term pressures 

exacerbated by the impact of Covid-19. 

Services are already facing financial pressure, with each 

organisation implementing planned cost improvement 

programmes. The scale of One Rochdale Health and Care 

and the wider health and care system’s financial 

challenges cannot be addressed by the current way of 

working. 

What is required is real transformation of how we design 

and deliver services, working as closely as we can we our 

local communities. 

We will look to reduce duplication, where we can, and our 

integrated ways of working will ensure that all Rochdale 

Health and Care partners will come together around 

common goals, ensuring that we maximise our collective 

resources. Seeking to reduce the impact of organisational 

boundaries, we will ensure that we deliver the care that 

individuals need, for example, through the development of 

our neighbourhoods model. 

Section Five – Locality Operating Model 

As a collaborative of health and care providers, the 

provision of care is at the forefront of everything we do. In 

order to deliver effective care and use our resources wisely, 

we need to ensure we have the right organisational 

structures in place with clearly defined accountability and 

responsibility. 
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The development of our Locality Operating Model is 

underpinned by the work that is taking place across GM to 

define where services are most effectively commissioned 

and provided. Some of this will be National (country wide), 

some regional (GM), some local (Rochdale  boroughwide), 

and some on a neighbourhood footprint.  

Work needs to take place locally to determine the most 

appropriate level for each element of the plan to be 

delivered. For 

example, our 

Cardiovascular 

Disease strategy 

(see section 3.8), 

will include 

elements that 

will need to be 

delivered on a 

boroughwide 

basis as well as 

elements that 

will require 

neighbourhood delivery. Establishing these delivery 

mechanisms will be a key priority for the LCO.  

Our governance arrangements will enable us to meet the 

requirements as set out in the Health and Care Bill and help 

ensure we link decision-making between our 

neighbourhoods, boroughwide services and GM in the 

most effective and appropriate way. 

The diagram below shows the governance structure in 

place for Rochdale. Most of these arrangements are 

currently operating in shadow form. The plan is to develop 

these further to ensure formal arrangements are in place 

by July 22. 

 The following diagram shows the high-level functions of 

our Rochdale governance arrangements and sets out the 

context in which this  Business Plan sits. 

 

5.1  Locality Board 

The Locality Board will be established fully from July 2022 

and is currently operating in shadow form. It brings 

together political, clinical and professional leadership to 

ensure that our system works together to meet the health, 

care and wellbeing needs of our residents with a clear focus 

on improving outcomes and reducing inequalities. 

The responsibilities of the Locality Board include: 

Accountability for the budget and shared oversight of 

the Rochdale £ to ensure the most effective use of 

public resources. 

Holding the system to account for delivery of Health 

and Care provision for the borough to ensure delivery 

of agreed outcomes. 

Operating as the strategic interface into the Greater 

Manchester Integrated Care System (ICS). 

Developing strong links with the wider Public Sector 

Reform agenda and operating under the Greater 

Manchester Public Sector Reform Principles. 

5.2 One Rochdale Health and Care Board 

The One Rochdale Health and Care Board was established 

in 2018, with membership from a wide range of health and 

care partners. It is the delivery board for the system which 

will respond to the shared outcomes defined by the 

Locality Board. The responsibilities will include: 

Connecting partners and their contributions through 

joint design and delivery of services with a common 

purpose to improve health and wellbeing. 

Develop a strategy to deliver the system vision and 

ambition, ensuring that we improve population 
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health outcomes, improve individual patient 

experience and use our resources the most 

effectively. 

Operate as the transformation interface into the GM 

Integrated Care System. 

Responsible for ensuring that quality services are 

delivered in a safely and effectively and to nationally 

set standards. 

Responsible for agreeing neighbourhood level 

outcomes and operating as interface between 

neighbourhood boards and the locality. 

5.3 Subcommittees 

Four subgroups have been developed as part of the 

Locality Operating Model to support both the Locality 

Board and One Rochdale Health and Care Board to deliver 

their remit: 

Quality and Safeguarding - The aim of the sub- 

committee will be to gain system-wide assurance in 

terms of Quality, Safety and Safeguarding. 

Finance, Performance and Risk - The aim of the sub- 

committee will be to gain system-wide assurance in 

terms of delivering a balanced budget, meeting 

performance targets and effectively managing risk. 

Workforce - The aim of the sub-committee is to 

provide system-wide assurance of the workforce 

development programmes, including the 

development of the system workforce strategy and 

implementation plan and principles regarding anchor 

institutes and ensuring oversight of the CCG staff 

transition programme. 

Health & Wellbeing Board – The aim of the Board is 

to set the strategic direction for the borough, utilising 

Public Health led data and intelligence to inform 

decision-making and reduce health inequalities.  The 

Board will ensure system-wide development and 

implementation of the Joint Strategic Needs 

Assessment, the Joint Health and Wellbeing Strategy, 

and other key strategy and intelligence as 

appropriate. 

5.4 Neighbourhood Boards 

In order to develop strong neighbourhoods, we need to 

ensure we have strong leadership. Fundamental to this will 

be the development of our Neighbourhood Boards which 

will bring together leadership across all stakeholders in 

each neighbourhood. Work has started to define the 

neighbourhood board functions and roles.  

Each neighbourhood will have a set of core requirements 

in order to create a level of consistency whilst allowing 

flexibility to tailor some elements to meet individual 

neighbourhood needs. The aim is to build upon existing 

infrastructure, only developing new elements where 

required.  

In order for neighbourhoods to deliver their ambition of  

improving outcomes for their communities, it is proposed 

that each neighbourhood board includes the following key 

functions/ structures: 

Holding regular strategic meetings with 

representation from all stakeholders to set shared 

agreed goals and action plans, in order to improve 

outcomes for the neighbourhood population. 

Community engagement and coproduction helps 

inform the shared goals. 

Meetings and objectives are data driven and there is 

detailed understanding of the issues faced within the 

population of each neighbourhood. 

There are robust processes in place to effectively 

monitor the delivery of the actions and achievement 

of defined goals. 

The development of these boards will be supported by an 

organisational development plan to ensure they have the 

right skills and capabilities required, underpinned by 

continuous improvement methodology  in order to deliver 

their functions. 

Section Six – Our delivery plans 

Please see following pages 
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6.1 Business Plan leadership arrangements 

Workstream SRO Exec Sponsor 

Neighbourhoods Alison Kelly - Director of Nursing, Rochdale Care Organisation (RCO) Claire Richardson – Director of Commissioning (DASS) Rochdale 

Planned Care 
Nadia Baig - Assistant Director of Commissioning, HMR CCG and 
Keeley Gibbons – Divisional Managing Director - Planned Care, RCO 

Shona McCallum – Medical Director RCO and 
Dr Zahir Mohammed – PCN Lead Clinical Director 

Urgent Care Zeph Curwen - Divisional Managing Director of Integrated Care, RCO Dr Zahid Chauhan – BARDOC Deputy Chief Executive 

Mental Health Caroline McCann - Associate Director Operations, Pennine Care  Claire Richardson - Director of Commissioning (DASS) Rochdale  

Primary Care Sarah Crossley – Head of Primary Care Commissioning, HMR CCG Dr Mo Jiva - PCN Lead Clinical Director 

Children’s 
Jan Reynolds – Assistant Director of Nursing and Allied Health Professionals, 
RCO 

Alison Kelly – Director of Nursing, RCO 

SEND 
Steve Kay - Special Educational Needs and Disabilities (SEND) Programme 
Charlotte Mitchell - Lead Commissioning for SEND  

Alison Kelly – Director of Nursing, RCO 

Cancer & CVD Anthony Threlfall – Assistant Director -  Public Health  Kuiama Thompson – Director of Public Health & Wellbeing 

Workforce 
Clare Nott - Director of Human Resources, RCO 
Rosemary Barker - Head of Workforce & Organisational Development, LA/CCG 

Alison Kelly – Director of Nursing, RCO 

Comms & 
Engagement 

Alison Mitchell - Head of Communications and Engagement, HMR CCG Mark Widdup – Director of Neighbourhoods, Rochdale LA 

Clinical 
Professional 
Leadership 

Alison Kelly – Director of Nursing, RCO 
Alison Kelly - Chief Nurse and Associate Director Quality and Safeguarding, CCG 
Nadia Baig - Assistant Director of Commissioning, HMR CCG 
Shona McCallum – Medical Director RCO 

Shona McCallum – Medical Director, RCO 

Estates Mark Bond – Rochdale Health System Estates Manager, RCO Jonathan Evans – Director of Finance, HMR CCG 

Strategic 
Intelligence 

Chris Tyson – Head of Strategic Intelligence, HMR CCG Kuiama Thompson – Director of Public Health, Rochdale Council 

IT and IG 
Mark Hicks - IT Operations Manager, HMR CCG 
Chris Upton - Head of IT and Assurance, HMR CCG 

Jonathan Evans – Director of Finance, HMR CCG 

Prevention Dianne Gardner – Public Health Specialist Kuiama Thompson – Director of Public Health & Wellbeing 
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6.2 One Rochdale Health and Care Plan on a page 
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6.3  22/23 Implementation Plan 

Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

1. Development of our Neighbourhoods 

1.1 Coterminosity – 
Alignment with our 
Local Authority 
Townships 

Alison 
Kelly 
(NCA) 

Develop a whole system 
neighbourhood model 
which will bring together 
all sectors across health, 
care, and the wider 
determinants of health to 
improve outcomes for our 
population. 

1. Gather baseline data for each team across all 
neighbourhoods 

2. Workshops to fully define what coterminosity means in operational 
terms and how this is enacted in each neighbourhood 

3. Coterminosity implementation road map developed in Heywood 

4. Phased implementation across all neighbourhoods based on the 
learning in Heywood 

1. Q1 

2.Q1 

3.Q2 

4.Q3-4 

Alison Kelly 
(NCA) 

1.2 Neighbourhood 
Boards – Establish a 
‘board’ for each 
neighbourhood to 
develop and oversee 
delivery of the 
neighbourhood 
strategy and plan 

Board Development 

1. Neighbourhood board workshops established to define roles and 
functions 

2. Neighbourhood Board in place  
Neighbourhood Priorities 

3. Priorities for improving outcomes defined 

1. Q1 

2.Q1 

3. Q2-Q4 

Alison Kelly 
(NCA) 

1.3  Clinical & Professional 
Leadership – 
Introduce a Clinical & 
Professional 
Leadership Pilot in 
Pennines 

1. Develop and circulate a questionnaire for Pennines Neighbourhood 
to inform the design of a framework to pilot 

2. Develop the Clinical & Professional Leadership Pilot 

3. Implement the Clinical & Professional Leadership Pilot 

4. Evaluate Clinical & Professional Leadership Pilot to determine 
whether it could be rolled out to other Neighbourhoods. 

1. Q1 
 

2. Q1 

3. Q2 
4.    Q2-Q3 

Alison Kelly 
(NCA) 

2. Urgent Care 

2.1 Health & Care at 
Home – 

Enhancing the 
Health and Care 
offer to people in 

Zeph 
Curwen 

To increase the 
number of people 
accessing urgent out-
of-hospital services in 
the borough, reducing 

Urgent Care and Admission Avoidance 

1. Urgent Care Rapid Response (2-hours) expansion 
2. Further roll out and monitoring of SDF schemes 

Expansion of Virtual Wards 

1. Phase 1: Implement a step-down offer (in line with GM requirements) 

 
1. Q1 
2. Q1-Q4 

 
1. Q1 
2. Q1-Q3 
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Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

their own home. accident and 
Emergency (A&E) 
attendances and non-
elective admissions. 

2. Phase 2: Implement a step-up provision to support admission 
avoidance. 

3. Phase 3: Full expansion of virtual ward to 100-120 patients 
Same Day Emergency Care (SDEC) and Acute Frailty 

1. Establish an acute frailty unit at the Rochdale Infirmary 
2. Increase the numbers of people accessing SDEC at Rochdale 

Infirmary 
3. Agree identification of people with frailty and response using risk 

stratification.  

 
3. Q4 

 
  1. Q1 
  2. Q1 
 

   3. Q2 

2.2 Referral & Access 
– Improve access 
to services for 
health care 
professionals and 
people in 
Rochdale.  

Urgent Care Improved Access Test of Change – for Health Care Professionals 

1. Evaluation of the Urgent Care Improved Access Test of Change and 
develop a long-term Urgent Care Improved Access Model proposal. 

2. Mobilise an Urgent Care Improved Access Model for Health Care 
Professionals. 

Local Clinical Assessment Service (LCAS) Model – for patients 

1. Delivering Greater Manchester Clinical Assessment Services 
(GMCAS) within locally commissioned services  

2. Review of Clinical Assessment Services with integrated 
Urgent Care  

  Same Day Urgent Care Offer  

1. Review of the Rochdale Infirmary Urgent Treatment Centre (UTC) 
overnight operating model. 

 

1.    Q1 

 

2.    Q2 

 

 

1. Q2 

 

2. Q3-Q4 

 

 

    1. Q3 

 

3. Mental Health 

3.1 Developing the Mental 
Health Offer across the 
System – Ensuring 
alignment to the 
National Community 
Mental 

Health Framework 

Caroline 
McCann 

To create a system 
where people can: 

1. Easily access 
services at the right 
time in the right 
place. 

2. Receive co- ordinated 
Mental Health Care 
and 

3. Access specialist 

Living Well Model 

1. Agree the location of the Prototype team (Governance TBC) 

2. Programme Manager in place 

3. Development/ recruitment of the prototype team 

4. Implementation of the prototype team 

HMR Response Hub 

1. Pilot the utilisation of the Mental Health UK Triage Tool within the 
Response Hub. 

2. Develop evaluation framework Mental Health UK Triage Tool Pilot. 

 

1. Q1 

2. Q1 

3. Q2-Q3 

4. Q3-Q4 

 

 

1. Q1 
 

2. Q2 

Rachael 
Chambers/ 
PCFT 

Project Lead 
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Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

services where 
required. 

PCN Mental Health Practitioners 

1. Develop Standard Operating Procedures for Care pathways 
and service interfaces. 

2. Develop/agree outcomes framework 

 

1. Q3 
 

1. Q3 

3.2 Crisis 
Management 
Offer – Core 
Fidelity Services 
Standards 
compliance 

Core Fidelity 

1. Review existing guidance to form Core Fidelity Plan. 

2. Develop Core Fidelity Plan 

3. Implementing the Core Fidelity in Adult Mental Health services 

 

1. Q1 

2. Q1-Q3 

3. Q3-Q4 

 

 

Lead to be 
confirmed 

3.3 Implementation of the 
HMR Dementia 
Strategy – to promote 
Preventing Well, 
Diagnosing Well, 
Supporting Well, Living 
Well, Dying Well 

1. HMR Dementia Strategy and subsequent actions plans to be agreed 

2. Dementia Strategy ‘Year One’ action plans to be implemented. 

3. Delivery of action plans 

1. Q1 

2. Q2 
3. Q2-Q4 

Sarah Kay/ 
Rebecca 
Moss 

4. Planned Care 

4.1 Cardiology 

Single point of access 
and triage for referrals 
to the Cardiology 
Department at NCA. 

Nadia Baig/ 
Keeley 
Gibbons 

To maximise the 
utilisation of 
community-based 
healthcare for the 
management of 
patients where it is 
clinically appropriate. 
This aims to release 
capacity in hospitals to 
treat more complex 
patients, therefore 
reducing waiting times 
and backlogs. 

Cardiology Triage 

1. Cardiology Triage Test of Change - Go Live 

2. Cardiology Triage Test - Evaluation 

3. Cardiology Triage becomes business as usual. 
Heart Failure Service Review 

1. Review current community and secondary care heart failure teams 

2. Benchmark against other localities 

3. Develop options appraisal 

4. Implement agreed option 

 

1. Q1 

2. Q1 

3. Q2 
 

1. Q1 

2. Q1 

3. Q2 

4. Q3 

Kylie 
Thornton/ 
Toni Weldon 

4.2 Ophthalmology - 
service and pathway 
development for: 

• Glaucoma Enhanced 
Referral Scheme 

• Age-related Macular 

Manchester Glaucoma Enhanced Referral Scheme (GERS) 

1. Cohort 1 - Training Resit 

2. Implement Glaucoma Enhanced Referral Service in Rochdale. 
Age-related Macular Degeneration (AMD) 

1. Engage with Greater Manchester Ophthalmology sustainability 
group on scoping and implementation of AMD services. 

 

1. Q1 

2. Q2 
 

 
1. Q1 

Gillian Ivey 



  
 

 25 

 

Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

Degeneration (AMD) 

• Cataract Treatment 

Cataracts Treatment 

1. Continue to offer patients a choice to access cataract    treatment in the 
community where clinically appropriate. 

 
 

  1.Q1-Q4 

4.3 Musculoskeletal 
(MSK) – service and 
pathway 
developments for: 

• Functional 
Neurological 
Disorders (FND) 

• Chronic Fatigue 

• Facet Joint 

Injections 

Functional Neurological Disorders (FND) 

1. Confirm timescales with GM for the GM FND Programme. 

2. FND Audit across all GM Trusts completed by Manchester Centre for 

Clinical Neuroscience 

3. Review of NICE/ Treatment Guidelines for FND (GM level) 

4. Development of business case to include proposed pathway for 

Community and Secondary Care FND Pathway 

Chronic Fatigue 

1. Evaluate the Long COVID/Chronic Fatigue Pilot 

2. Develop Options appraisal for continuation of Chronic Fatigue 

Service (CFS) 

3. Implement agreed option 

Facet joint Injections 

1. Review current position against new Greater Manchester Effective 

Use of Resources /Individual Funding Request Operating Model 

2. Develop a local pathway/ process for Facet Joint Injections 

(including secondary care)  

3. Implement pathway/process. 

 
1. Q1 

2. Q2-Q4 

3. Q2-Q4 

4. Q2-Q4 
 

 

 

1. Q1 

2. Q2 

3. Q2 

 

   1. Q1 

 

   2. Q1 

 

   3. Q3 

Kylie 
Thornton 

4.4 Waiting List Recovery 
- improving access to 
diagnostics/ 
treatment for: 

• Echocardiogram 
(Echo) 

• Endoscopy 

• Magnetic 
Resonance Imaging 
(MRI) Scanning (Full 
body) 

Echocardiogram (Echo) 

1. Scope potential of a Patient Transfer List (PTL) process from 
secondary care to community Echo provider. 

2. Implement agreed scheme 

3. Increase front end use of community echo service (Direct 
Access Diagnostic (DAD) from GP’s) 

Endoscopy 

1. Scope potential of a Patient Transfer List (PTL) process from secondary 

care to community Endoscopy provider via the Integrated Elective Care 

Pathway. 

2. Agree options with Greater Manchester and Oldham for continuation 

 

1. Q1 

2. Q1 

 

3. Q1 
 
 

 

1. Q1 
 

 

2. Q1 

Kylie 
Thornton 
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Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

• Dermatology of Endoscopy provision. 

3. Implement agreed option 
Magnetic Resonance Imaging (MRI) Scanning 

1. Scope potential of a Patient Transfer List (PTL) process from 
secondary care to community MRI provider(s) 

2. Implement agreed scheme 

3. Increase front end use for Head and Neck MRI service 
(Direct Access Diagnostic (DAD) from GP’s) 

Dermatology 

1. Review Secondary Care (NCA) waiting list to identify any opportunities 
at sub-speciality level where treatment can be provided by HMR’s 
community service 

2. Agree/ Establish commissioning arrangements 

3. Implement local pathway 

 

3. Q1 

 

1. Q1 

 

2. Q1 

3. Q3 
 
 

1. Q1 

 

2. Q2 

3.  Q3 

4.5 Advice and Guidance 

Roll out of advice & 
guidance across all 
specialities. 

Specialist Advice & Guidance for General Practice 

1. Confirm current live specialities at NCA 

2. Agree next specialties to launch. 

3. Develop plan to scale up to cover all specialties. 

 
1. Q1 
2. Q2-Q3 
3. Q4 

Keeley 
Gibbons/ 
Gillian Ivey 

4.6 Patient Initiated Follow 
Up (PIFU) - Expand the 
uptake of PIFU to all 
major outpatient 
specialties. 

1. Confirm current live specialities at NCA 

2. Agree next specialties to launch 

3. Develop plan to scale up to cover all specialties 

4. Include Equality Impact Assessment (EIA) to be conducted across all PIFU 
specialities. 

1. Q1 

2. Q2 
3. Q2-Q4 
4. Q1-Q4 

Keeley 
Gibbons/ 
Gillian Ivey 

4.7 Prehab/Medical 
Optimisation - 
Introduce a medical 
optimisation service 
and expand the 
prehab offer to 
support patients waiting 
for treatment 
 
 

1. Map current service offer and identify gaps 
2.     Scope Prehab/Medical Optimisation workstream 
3. Develop action plans 
4.     Implement the plan for Prehab/Medical Optimisation plan 
5.     Review impact 

1. Q1 
2.Q1 
3. Q2 
4.Q3-Q4 
5. Q3-Q4 

Nadia Baig/ 
Keeley 
Gibbons/ with 
support from 
Primary Care 
and Public 

Health 
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Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

 

5.  Children’s 

5.1 Development of 

Children’s Community 

Health Services - 

Paediatric Nurse 

Practitioners (PNP) & 

Children's Community 

Nursing Team (CCNT) 

Jan 
Reyn
olds 

To support families to 
access timely care and 

treatment to 
Children’s Community 

Services to prevent 
unnecessary A&E 

attendances. 

1. Establish formal governance arrangements with the two existing 
Enhanced Primary Care Hubs (EPCH) and for any subsequent hubs 
being established to Children's services being included from the start. 

2. Ensure the Children's agenda is embedded within existing/emerging 
governance for Enhanced Primary Care Hubs that are due to go live in 
other Neighbourhoods. 

3. Develop a plan to improve patient flow between Primary Care Hubs, 
Paediatric Nurse Practitioner (PNP) service and Urgent Treatment 
Centre (UTC). 

4. Implement Plan to improve patient flow between Primary Care Hubs, 
Paediatric Nurse Practitioner (PNP) service and Urgent Treatment 
Centre (UTC). 

1. Q1 
 

 

 
2. Q1-Q4 

 

3. Q1 

 

 

   4.Q1-Q2 

Jan Reynolds 

5.2 Management of Long-
Term Conditions in 
Primary Care Develop 
new services and raise 
awareness and roll out 
training in Primary Care 
and other providers e.g., 
Acute. 

 1. Continue to add resources onto EMIS to provide guidance and clarity on 
treatment prior to onward referral to secondary care for planned care 
where required. 

   
 1. Q1-Q4 

GP Clinical 

Lead (TBC) 

5.3 Urgent Care and Acute 
provider Admission 
Avoidance - for 0–19-
year-olds 

 Hospital at Home Liaison Nurse - Phase 1 

1. Mobilise a Hospital at Home Liaison Nurse provision to support 
earlier discharge from hospital. 

2. Hospital at Home Liaison Phase 1 Go Live 

Hospital at Home Liaison Nurse - Phase 2 

1. Develop the interface and communication between Primary, 
Secondary and Community Services about the care of children with 
acute conditions. 

2. Implement pathways established with GP'S Increase GP referral rates 
to the Children’s Community Nursing Team (CCNT) for diagnosed 

 
1. Q1 
 
2. Q2 
 

1. Q2-Q4 

 

2. Q2-Q4 
 

Jan Reynolds/ 

Lisa Hufton 
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Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

conditions to reduce referrals to Secondary Care services. 

3. Facilitate increased accessibility for GPs to refer into the CCNT nurse-
led clinics e.g. development of direct bookable appointments 

4. Enhance relationships with the children’s inpatient unit, the urgent 
care facilities and O&A to encourage and support early discharge and 
deflection e.g., pre-ED pathways 

5. Continue to work with Urgent Care and Acute settings to further 
develop pathways in and out of hospital. 

 
3. Q2-Q4 

 
4. Q2-Q4 

 

 

5. Q2-Q4 

5.4 Specialty/Condition 
Pathway Reviews - 
Ambulatory Care 
Pathways. 

 Deliver Asthma Standards 

1. Regular monitoring of activity and patient feedback 

2. Develop Asthma in Schools Project 

3. Audit of GP Asthma Register 
Expand Gastroenterology Pathway 

1. Strengthen the Gastroenterology pathways with Urgent Care and local 
A&E departments 

Expansion of Children’s Programme to consider Planned Care and Public 
Health  

1. Stakeholder event to develop services that are in scope for planned 
care mandate. 

 
1. Q1-Q4 
2. Q2  
3. Q1-Q4 

 
 

   1. Q1-Q4 

 

 

   1. Q1 

 

Lisa Hufton/ 

Nicola Sharp/ 

Charlotte 

Mitchell 

6. Special Educational Needs & Disabilities (SEND) 

6.1 Mobilisation of the 
SEND Alliance 

Steven 
Kay 

Rochdale will be a 
great place to grow up, 
get on in life and live 
well. Rochdale will 
meet the needs of all 
children and young 
people with SEND 

1. Agree Data Metrics of for the SEND Alliance 

2. Deep dive into SEND Inspection Compliance 

3. Develop Improvement Action Plan 

1. Q1 
2. Q1-Q2 

   3. Q1-Q2 

Charlotte 

Mitchell 

 Early Help and 
Prevention 

1. Action plan developed highlighting gaps and recommendations from 
Children’s Disability Council (CDC) analysis 

2. Development of Improvement plan (agreement of 
commissioning intentions) 

3. Commissioning of new projects 

4. Monitoring and evaluation of early help and prevention projects 

5. Embed within new service models for SEND 

6. Showcase at SEND annual event 

   1. Q1 

 

   2. Q2 

 
   3.Q2 
   4.Q3-Q4 
   5. Q4 

   6. Q4 

Charlotte 

Mitchell 

6.2 Integration of SEND 
Services 

1. Implement consultation of SEND Service 

2. Recommendations to SEND Alliance and other governance 

1. Q1 

2. Q1 

Charlotte 

Mitchell 
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Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

routes. 

3. Implement service re-design 

4. Mobilisation of service 

 

3. Q1-Q2 

  4. Q2-Q4 

6.3 Embedding SEND 
Agenda in 
Neighbourhood 
Construct 

Governance, Estates and SEND Getting Help Offer 

1. Workshop to look at all the neighbourhoods work and alignment of 
the programmes. 

2. Review of Children’s Estates. 

3. Agree Children’s membership on Locality Advisory Boards 

4. Agree Neighbourhood datasets for Children SEND Programme 

5. Agree neighbourhood priorities for SEND 

6. Redesign – Getting Help Offer SEND 
Neighbourhoods Emotional Mental Health Offer 

1. Codesign test of change Neighbourhood Emotional Mental 
Health Offer 

2. Implement test of change Mental Health Offer 

3. Evaluate Mental Health Offer test of change. 
Parental Peer Support Offer 

1. Codesign Parental Peer Support Offer 

2. Implement Parental Peer Support Offer 

3. Evaluate Parental Peer Support test of change 

4. Merge parental support offers to include SEND 
Commissioning for 2023-24 

            1.   Agree commissioning priorities 2023-24 

 
1. Q1 

 
2. Q1- Q4 

3. Q2 

4. Q3 
5. Q3-Q4 
6. Q3-Q4 

 
1. Q1-Q2 

 

2. Q2 

3. Q2 – Q3 
 

1. Q1-Q2 
2. Q2-Q3 
3. Q3-Q4 
4. Q3-Q4 

 
 

   1. Q4 

Charlotte 

Mitchell 

7. Primary Care 

7.1 Primary Care Recovery Sarah 
Crossley 

The aim is to develop a 
sustainable and 
effective 24/7 primary 
care system at heart of 
at the locality. 

Recovery Plan 

1. Review of access, demand, and capacity in Primary Care. 

2. Development of Primary Care Recovery Plan 

3. Implementation of Primary Care Recovery Plan 
Winter Access Funds (WAF) 

1. Evaluation of the Winter Access Fund Initiatives 

2. Evaluation of Winter Access Fund outcomes 

3. Development of an options appraisal linking to Primary Care Hubs and 7-

 

1. Q1 

2. Q1 

3. Q2 

 

1. Q1 

2. Q1 

   3. Q2 

Sarah Crossley 
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Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

day access. 

7.2 Primary Care Network 
(PCN) Development 

Primary Care Estates Strategy 

1. Undertake 6 facets surveys of Primary Care Estates. 

2. Refresh the Primary Care Estates Strategy. 

3. Implement the Estates Strategy recommendations  
Neighbourhood links - PCN Leadership and Training Development 

1. Establish a workplan with Neighbourhoods Programme 

2. Refresh PCN Development Programme Plans. 

 

1. Q1 

2. Q2 

3. Q3 
 

1. Q1 

  2. Q1 

Sarah Crossley 

7.3 System Leadership 1. Identify interdependencies with Neighbourhood Teams 

2. Develop reporting processes for interdependencies with 
Neighbourhood Teams 

3. Establish clear governance arrangements and representation between 
the Primary Care Programme and Neighbourhoods Programme. 

4. Scope current System Leadership and development programmes 

1. Q1 

2. Q1 
 

3. Q1 
 

  4. Q1 

Sarah Crossley 

7.4 New Models of Care 1. Scope further opportunities for development of hub model to include 7-
day access from October 2022. 

2. Develop an options appraisal/report for the development of Enhanced 
Primary Care Hub Model across HMR. 

3. Develop Implementation plan for Enhanced Primary Care Hubs 

4. Implement Enhanced Primary Care Hubs 

1. Q1 
 

2. Q1 
 

3. Q1 

4. Q2 

Sarah Crossley 

7.5 Workforce General Practice Resilience and Staff Retention 

1. Implement Mentoring programme for middle years GPs 

2. Continue the delivery of 'Grow your own' programme - promoting HMR as 
place to work and develop health placements/work experience with local 
colleges/schools 

Strengthen diversity of Primary Care Roles 

1. Further develop succession planning and development of career 
progression within primary care /neighbourhood teams including 
Additional Roles Reimbursement Scheme (ARRS) roles to support 
recruitment and retention 

2. Maximise recruitment to ARRS roles working with Primary Care 

 
1. Q1 – Q2 

   2. Q1 – Q4 

 

 

 

  1. Q1 

 

 

  2.  Q1-Q4 

Sarah Crossley 
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Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

Academy, Primary Care Networks and wider local system 
MDT Working 

1. Identify key enablers/barriers e.g., enhanced care in care homes MDT 
approach 

2. Scope current skill set 

3. Develop education and training packages 

4. Implement education and training packages 

 
 

  1.Q1 
   
  2. Q1 
  3. Q2 
  4. Q4 

8. Cancer 

8.1 Development of a 

Cancer Mandate 

To be 
confirmed 
at 
Mandate 
sign off 

stage. 

The aim is to 
introduce a specific 
programme 
focussed on Cancer 
Screening and early 
diagnosis because 
diagnosing cancer 
and treating cancer 
early may lead to 

better outcomes. 

1. Finalisation of the Cancer Mandate 
2.    Approval of the Cancer Mandate.  
3.     Mobilise Cancer Programme 

1. Q1 
2. Q1 
3. Q2 

Nadia Baig/ 
Anthony 

Threlfall 

9. Key Enablers 

9.1 System Workforce 
Subcommittee 

Clare 
Nott 

The development of a 
System Workforce 
Strategy and Integrated 
Workforce Plan to ensure 
we can provide clear 
strategic vision for 
Rochdale’s health 

and care workforce 

1. Review Terms of Reference for the System Workforce 
Subcommittee. 

2. Scoping for the Workforce Plan & Strategy 

3. Develop proposal and sign-off of the technical system to inform a 
system workforce view. 

4. Produce a co-designed Integrated Workforce Plan. 

5. Deliver the Integrated Workforce Plan 

1. Q1 
 

2. Q2 

3. Q3 
 

4.Q2-Q3 

5. Q2-Q4 

Clare Nott/ 

Rosemary 

Barker 

9.2 System Information 
Technology (IT) and 
Information 
Governance (IG) 
Subcommittee 

Chris Upton To ensure there is an 
IG and IT Framework 
that provides a 
summary and overview 
of how the subgroup is 
effectively managing 

Governance and IG and IT Framework 

1. Create a Terms of Reference for the System IG and IT 
Subcommittee. 

2. Determine Impact of development of ICS on IT and IG. 

3. Subcommittee to review and agree the IG and IT Framework. 

4. Implementation of the IG and IT Framework. 

 

   1.Q1 

   2. Q2 

   3.Q2 

   4. Q3  

Mark Hicks 



  
 

 32 

 

Ref 
Programme/ 
Workstream 

SRO Purpose Milestones Date Owner 

Information 
Governance and IT 
within Rochdale and is 
adapted to the 
requirements of 
Neighbourhood 
working. 

Implementing the Greater Manchester Shared Care Record  
(using Graphnet) 

1. Deploy Care Home Module for Graphnet to support collaborative care plans 

2. Extend pilot to deploy End of Life Module for Graphnet  

3. Determine usage of Graphnet within the neighbourhoods 

4. Develop workplan for further uptake or usage of Graphnet within the 
neighbourhoods. 

5. Implementation IT Graphnet workplan 

 

   1.Q1 
   2. Q2 
  3. Q2* 
  4. Q2- Q3 
 
  5. Q3-Q4 

9.3 Clinical & Professional 
Leadership 

Nadia 
Baig/ 
Shona 
McCallum
/ Alison 
Kelly 
(CCG) 

Ensure there is clinical 
and professional 
expertise in our locality 
operating model, 
including establishing 
a Systemwide Clinical 
and Professional 
Forum. 

 

Clinical & Professional Leadership Forum 

Phase 1: Mobilise the Clinical & Professional Leadership Forum 

1. Develop and agree a Clinical & Professional Leadership Terms of 
Reference and begin to operate in shadow form. 

2. Define Clinical Leadership functions for One Rochdale Health and Care 
Priorities. 

Phase 2: Clinical & Professional Leadership Forum: Governance & 
Accountability 

1. Clinical & Professional Forum to be held regularly 

2. Workplan in line with existing and emerging One Rochdale 
Health and Care priorities to be developed. 

Quality, Safety & Safeguarding across the system 

1. Establish governance arrangements for Quality, Safety & Safeguarding 
as we move towards ICS. 

2. Promote the principles outlined in the Quality, Safety and Safeguarding 
Commitment. 

3. Operate in line with the System Quality Strategy 2021-24 

4. Operate in line with the System Safeguarding Strategy 2021-24 

 
 

1. Q1 
 

2. Q1 
 
 
 

1. Q2-Q4 
2. Q2 

 

 
   1. Q1-Q2 

   2. Q1-Q 
 

   3. Q1-Q4 
   4. Q1-Q4 

Nadia Baig/ 
Shona 

McCallum/ 

Alison Kelly 

(CCG) 

9.4 Prevention  Dianne 
Gardner 

Embed the Prevention 
Strategy as a Golden 
Thread in system 
planning and delivery  

1. In partnership with Action Together, develop 3 prevention networks in our 
neighbourhoods, aligned to our Neighbourhood Boards  

2. Develop and roll out a prevention workforce development programme to 
embed a core set of principles and practices 

  1.Q1 – Q4                           
..2.Q1 – Q4 

Dianne 
Gardner 

 


